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Why is frailty Important?

• Frailty is a distinct clinical state 
which there is decline in 
multiple physiological systems, 
Increased vulnerability to  minor 
external stressors. Frailty varies in 
its severity and individuals should 
not be labelled as being frail or 
not frail but simply that they 
have frailty. (BGS, 2018)



Prevalence and overlaps of co-morbidity, disability and 
frailty among community dwelling men and women 65 
years +

Disability

Frailty

Co-
morbidity

Co-morbidity is the presence 
of 2 or more long term 
conditions (co-morbidity)
Whilst most people who 
have frailty have co-
morbidity, the majority of 
those with multimorbidity do 
not fit the criteria for frailty

Disability is a physical or mental 
impairment that has substantial 
negative effects on ability to 
undertake normal activities
It is a static and stable functional loss
Around 50% of disability in older 
adults develops chronically and 
progressively in association with co-
morbidity and frailty
The remaining 50% of disability in 
older adults develops after a single 
event such as stroke

Around 25% of older people with Frailty 
have neither multiple co-morbidities or 
disability.
Frailty represents a dynamic condition 
which is characterised by marked 
fluctuations in function
It can be thought of as ‘unstable disability’



Introduction

• Early identification of frailty can help 
support people to get access to the 
right care at the right time to enable 
them to live an independent and 
healthy life. 

• Measurement of Frailty for 65+ - the 
Electronic frailty index (Efi) is a risk 
stratification tool and Clinical Frailty 
Scale (CFS) is a validated diagnostic 
tool. 



What exactly is Frailty 
and how can it affect people?



How do I Identify Frailty?
• The Clinical frailty scale is validated for use 

in all 65+ individuals. It can be completed 
quickly.

• Document on EMIS – use the code: 763 
264 000 (GP practice) or start to type 
‘Rock’ and the Rockwood CFS will come up 
or in the template being used

• It can be used by all healthcare 
professionals

• You need to assess normal functional level 
therefore, if someone is in hospital or 
acutely unwell assess their status from at 
least 2 weeks ago

• • You may need to check normal function 
with relatives or other healthcare 
professions – don’t just guess from the 
pictures on the CFS



• This flow diagram is on the Good practice 
guide

• It can help you identify when to complete and 
when to revisit the CFS

When 
should I 
complete a 
CFS?



After Frailty has been 
identified- What do I do next?

If a CFS score of 6 or greater is 
identifed it is recommended that they 
have a Comprehensive Geriatric 
Assessment

Please see the Good Practice Guide 
and Frailty Clinical Support tools to 
help guide your personalised care 
approach 



What is a comprehensive 
Geriatric Assessment?

• If a CFS score of 6 or more it is 
recommended that they have a 
Comprehensive Geriatric Assessment

• Gold standard care is Comprehensive 
Geriatric Assessment (CGA) and 
personalised care and support plans

• Consider onward referral to local 
specialist teams
e.g. community rehab and Integrated 
Neighbourhood Teams





Patient Education



Summary
• Frailty is a long-term condition that has the capability to take away a 

person's independence and health. Whilst it is common in older 
people, it is not an inevitability of ageing.

• Early identification of frailty can help support people to get access to 
the right care at the right time to enable them to live an independent 
and healthy life. There are a variety of tools used to identify frailty, we 
are asking you to use the Clinical Frailty Scale (CFS) on all patients 65+

• Once identified, a person with frailty can then be supported through 
a comprehensive geriatric assessment (CGA) which provides a holistic, 
multidisciplinary review to ensure all potential issues are supported.



References and Useful documents

• British Geriatric Society (BGS) 2018 BGS website 

• British Geriatric Society BGS toolkit for comprehensive geriatric assessment in primary care settings

• https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-08-23/CGA%20in%20Primary%20Care%20Settings.pdf 

• British Geriatric Society 2023 joining the dots; A blueprint for preventing and managing frailty in older people 

• https://www.bgs.org.uk/policy-and-media/joining-the-dots-a-blueprint-for-preventing-and-managing-frailty-in-older-people 

• British Geriatric Society Comprehensive Geriatric Assessment (CGA) https://www.bgs.org.uk/cgatoolkit 

• NHS RightCare: Frailty Toolkit 2019 NHS England https://www.england.nhs.uk/rightcare/wp-
content/uploads/sites/40/2019/07/frailty-toolkit-june-2019-v1.pdf 

• NICE 2016 Multimorbidity clinical assessment and management NG 56 https://www.nice.org.uk/guidance/ng56   

• Frailty a framework of core capabilities 2018 Skills for Health https://www.skillsforhealth.org.uk/wp-
content/uploads/2021/01/Frailty-framework.pdf 

• NICE 2016 QS136 Transition between inpatient hospital settings and community or care home settings for adults with social care 
needs https://www.nice.org.uk/guidance/qs136 

• Healthcare improvement Scotland reed codes guide

•  https://ihub.scot/media/6442/20190705-efi-read-codes-guide-v10.pdf
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